The clinic for the investigation and treatment of infertility problems was established by the Department of Obstetrics and Gynecology of the Yale University School of Medicine in 1946. This was the result of a desire to further more scientific and efficient handling of infertility problems, to better coordinate activities in this field in a teaching program, and to stimulate research.
anything can be done for them. Others will be unable to afford it. Still others will be discouraged by the prospect of undergoing tests and treatments. And a few will be ashamed to seek help because they will think that their condition must reflect some sort of wickedness or weakness."3 Unlike many other physician-patient relationships the infertility problem directly concerns two individuals. The emotional part of the marital relationship often plays a major role and not infrequently an undercurrent of antagonism is present, one partner blaming the other for the failure. We are mindful of these antagonisms and self-recriminations and therefore emphasize the importance of studying each couple as an entity. A detailed history of each partner is obtained at the time of the first clinic visit. Many patients have had previous treatment elsewhere and the prospect of a further series of investigations is often discouraging. Any previous investigations are carefully interpreted and if data are available from other sources, it is secured. The first visit includes complete physical examination and the usual laboratory procedures, emphasis being placed upon the findings of the pelvic examination. At the first visit also, the patient is instructed in the technique of recording basal temperatures, and appointments are made for the basal metabolism determination and semen analysis. Examinations at subsequent visits are directed toward problems which are outlined below.
In infertility study too much emphasis cannot be placed upon the necessity for paying attention to what may be considered to be minor factors. It is probable that no group of physicians sees the result of sex ignorance more than those investigating infertility problems. It is remarkable at times how simple the correction of sex maladjustment may be, yet at other times barriers may be so obscure that it is only with greatest difficulty that aid can be given.
As previously noted, in from one third to one half of all cases the fault lies with the male partner. As a matter of fact, this responsibility is often greater because the transmission of gonorrhea may bring about conditions commonly included as female factors. Any plan of procedure should have available the services of a urologist with a special interest and knowledge of the field; we have been fortunate in securing such cooperation. Among the chief male factors which may be listed are (1) constitutional-systemic diseases which may be responsible for deficient spermatogenesis and impotency; (2) endocrine-hypo-and hyperthyroidism, pituitary infantilism, obesity of the endocrinopathic type; (3) mental overwork. Men living lives of stress and tension often show seminal deficiency. Other male factors may be listed as local conditions in sex organs which would include coital difficulties, developmental abnormalities, occlusion of genital canal due to disease.
The female factors in infertility may be likewise listed: (1) constitutional, which often operate to suppress both menstruation and ovulation; (2) endocrine, in which the glands most often concerned are the thyroid, anterior hypophysis, and ovary; (3) acquired pelvic disease, occlusion of genital canal, inflammatory exudates acting mechanically or by changes in chemical reaction; (4) congenital anomalies; (5) coital factors, dyspareunia, vaginismus, effluvium seminis. In addition to the above, Novak* also lists "multiple causes" and states that in the majority of cases a careful study will reveal a number of factors in either or both parties, and whether or not pregnancy is to occur seems to depend upon the summation of the fertility level of the two partners.
Space does not permit a further discussion of the usual methods of study. These include tubal insufflation, hysterosalpingography, basal metabolism determination, endometrial biopsy, basal body temperature studies, evaluation of cervical smears, hormone studies. Treatment may include sex education, correction of local disease states, endocrine therapy, correction of malpositions, and aided insemination.
The infertility clinic at Yale was started as a separate enterprise on April 12,1946. Previous to this time, patients presenting infertility problems were treated in the outpatient department or seen privately by members of the department staff. From January 1, 1947, to January 1, 1948, 70 couples were enrolled and 206 office visits recorded; 7 pregnancies were reported during this time.
From January, 1948 to January 1, 1949, 60 couples were enrolled and 228 office visits recorded; 10 pregnancies were reported during that time. From January, 1949, to January 1, 1950, 173 couples were enrolled and 423 office visits recorded; 39 pregnancies were recorded during that time.
Thus, in the three-year period, 303 couples have been enrolled and 56 pregnancies have been recorded. This latter figure represents 18.7 per cent of the former, but does not represent a true picture of the success of our efforts because a certain number of couples enrolled are still under active study. We have reason to believe that these results may be considered satisfactory.
Something might be said about the approach to these problems by group * Novak, E. Textbook of gynecology, 3d ed., Baltimore, 1948, pp. 617-622. endeavor in a clinic as contrasted with that of private practice. There is reason to believe that individual handling of these problems offers advantages. One advantage in private practice is in the timing of visits which can be made very much more flexible. It is often necessary to do certain diagnostic procedures in relation to the menstrual cycle in individuals. It is difficult to fit such studies into the clinic schedule. Other advantages include a more direct physician-patient relationship. The advantages of the clinic endeavor are:
(1) It offers to people in the lower income groups an opportunity for study, often prolonged, at a professional fee which they can afford;
(2) The personnel of the clinic, physicians, nurses, technicians working as a group, tends to accelerate the time necessary for some of the laboratory studies which are part of the routine investigation;
(3) The clinic serves an important teaching function for physicians undergoing graduate training who thus have an opportunity to assist the physicians who are directing the clinic activities; (4) By means of clinical conferences the clinic activities are carried over into the teaching program of the medical students.
From what has been said about the function of the clinic in offering service to people in low income groups it should be obvious that it could not do this without financial support other than that obtained from professional fees. In our clinic such support has been given almost from the beginning by The Planned Parenthood League of Connecticut. It is a pleasure to acknowledge their continued interest in our endeavor. Their help and cooperation have by no means been limited to the funds which have been placed at our disposal. Summary 1. The problems of infertility have been generally considered. 2. A three-year clinic experience has been noted in terms of numbers studied and the results of therapy.
3. The advantages of infertility study in private and clinic practice have been commented upon.
